ABSTRACT
Introduction
Dementia is a leading cause of disability and death, 1 and its prevention is a global public health priority. Dementia is caused by a number of different neurodegenerative processes that contribute to irreversible cognitive decline and associated symptoms, such as the progressive loss of independence and daily functioning. Mixed dementias are more prevalent than is often recognised, with symptoms often more closely linked to overall pathological burden as opposed to any specific disease process. 2 3 No disease modifying treatments for dementia exist, however, age specific dementia incidence across populations is declining, suggesting that changing lifestyles or environment may lead to a meaningful change in the prevalence of dementia. 4 Hence identifying and reducing the exposure to risk factors that can affect any aspect of long term brain health is important for dementia prevention and cognitive health in the population. 5 Middle aged and older populations are increasingly taking multiple drugs, 6 7 but the potential adverse events of long term use are not well understood. Anticholinergic drugs block the neurotransmitter acetylcholine in the central or peripheral nervous system, and have diverse actions depending on the site. Anticholinergic drugs are indicated for depression, gastrointestinal disorders, Parkinson's disease, urinary incontinence, epilepsy, and to manage allergies. It is well known that anticholinergics affect cognition, 8 and guidelines suggest they are to be avoided among frail older people. 9 Use of anticholinergic drugs among people with dementia is recognised as inappropriate by both the Beers and the Screening Tool of Older Persons' potentially inappropriate Prescriptions (STOPP) criteria. 10 11 Over the past decade, prolonged exposure to anticholinergic drugs has been linked to long term cognitive decline or dementia incidence among community living cohorts and nursing home residents. [12] [13] [14] [15] [16] [17] However, these studies have been limited in their ability to determine if the increased risk is specific to the anticholinergic action itself, and School of Health Sciences, University of East Anglia, Norwich NR4 7TJ, UK doi: 10.1136/bmj.k1315 | BMJ 2018;361:k1315 | the bmj whether or not the association is owing to the drugs or the underlying conditions for which they were prescribed. In particular, late life depression is thought to be an early symptom of dementia, 18 19 whereas studies of whether midlife depression is a risk factor for later life dementia have had mixed findings. 20 21 We present a nested case-control study using the UK's Clinical Practice Research Datalink (CPRD), in which we select patients with a new diagnosis of dementia, and compare their prescriptions of anticholinergic drugs 4-20 years before a diagnosis of dementia with that of a matched group of control patients without dementia. We had three objectives. Firstly, to estimate the association between chronic anticholinergic drug use and future dementia incidence while controlling for potential confounders. Secondly, to explore whether any observed effect was specific to a particular drug class. Thirdly, to test how the association varied with the time to dementia incidence and amount of exposure within each class.
Methods

Study design
We performed a nested case-control study using data from the Clinical Practice Research Datalink (CPRD), which includes anonymised diagnosis, referral, and prescribing records for more than 11.3 million patients from 674 primary care practices in the UK. CPRD data are broadly representative of the UK population in terms of sex, age, and ethnicity. 22 All coded information in the primary care record for each selected patient is available to researchers. This includes demographic detail, lifestyle information, any diagnoses and symptoms recorded by the general practitioner, referrals to other healthcare services and subsequent findings, and treatments initiated or continued in primary care. In the UK, a patient's registered primary care practice is the coordinator of most of their healthcare, and acts as the main gateway for access to secondary care. Hence most of a patient's healthcare information is held in their primary care record. Secondary care episodes or privately obtained healthcare may not always be communicated to the patient's registered primary care practice. An up to standard (UTS) date is assigned to a CPRD practice when the data recorded by the practice are of an acceptable research standard. Records of therapies and diagnoses made before the UTS date are available, but may be incomplete.
Selection of cases and controls
Patients aged 65-99 with a recorded diagnosis of dementia made between April 2006 and July 2015 were eligible to be selected as cases. We also required at least six years of UTS data before a diagnosis to allow for a four year delay before a diagnosis of dementia, at least a one year drug exposure period (DEP), and to ascertain covariates, we required data for one year before the DEP. A diagnosis of dementia was defined as the presence in the patient's record of any Read codes for dementia as a diagnosis, symptom, or referral, or prescription for a cognitive enhancer (memantine, donepezil, rivastigmine, galantamine, or tacrine) if a code for a diagnosis of dementia was recorded within 12 months. Dementia codes were derived by comparing a previous published list with the Department of Health's Quality and Outcomes Framework list of business codes for dementia. 23 24 These two code lists overlapped almost completely. The combined list was reviewed by our clinical team, and all codes were included in our final definitionexcept those that related explicitly to alcohol related dementia (see supplementary materials, appendix 1 for a full list). Cases were excluded if they had been diagnosed with motor neurone disease, HIV or AIDS, multiple sclerosis, Down's syndrome, or alcohol abuse before diagnosis of dementia.
Using the diagnosis of dementia date as the index date, each case was matched to a maximum of seven controls not having been diagnosed with dementia before the index date. Cases and controls were matched on sex, year of birth (within three years), years of UTS data history, and area level deprivation measured by the index of multiple deprivation quintile of each practice based on its postcode. 25 We used incidence density sampling to select controls, hence cases were eligible to be selected as controls for other cases with earlier index dates. 26 Seven controls were used to maximise the power to detect associations with potentially rare exposures or covariates, and to adhere to the limits of the data provider regarding the maximum sample size for a single study.
Patients were excluded if their date of diagnosis of dementia was ambiguous. That is, if dementia annual review, history of dementia, assessment of psychotic and behavioural symptoms of dementia, or antipsychotic drug therapy for dementia was recorded before the index date.
Anticholinergic drugs exposure A DEP was defined for each case-control group, starting at least one year after the UTS date and ending four years before the index date. The start and end dates of the DEP were identical within sets of cases and controls. We excluded exposures in the four years before the index date to avoid protopathic bias, whereby the drug is given for a sign or symptom of dementia before a diagnosis of dementia. 27 Estimating the anticholinergic effect of individual drugs on the human brain is difficult. Serum anticholinergic activity measured by a receptor bioassay does not correlate well with effects on cognition, 16 28 and so the anticholinergic effects of drugs are usually classified using scales developed by expert consensus aided by a literature review. 29 In this study, all drugs prescribed to each patient during the DEP were classified according to the 2012 update of the Anticholinergic Cognitive Burden (ACB) scale. 30 Drugs with serum anticholinergic activity or in vitro affinity to muscarinic receptors, but with no known clinically relevant negative cognitive effects are assigned a score of 1 (possibly anticholinergic Finally, an average ACB score was calculated as the average across the DEP of the sum of the ACB score for each drug being used at any given time. This was then categorised into groups reflecting approximate quintiles of the sample, but with two additional groups representing those with particularly high (3-5 and 5 or more) average ACB scores.
Covariates
We considered potential confounders to be any variable suspected to be linked to dementia incidence or an indication for any of the drugs examined. A full list of covariates and their definitions are available (see supplementary materials, appendix 2). In summary, we included diagnoses of cardiovascular disease, other dementia risk factors and correlates, other indications for anticholinergics, other drug use, sociodemographic variables, and records of health related lifestyle information where available.
Exposures could occur at any time during an individual's DEP and so, as with many case-control studies, 31 
Statistical analysis
Patterns of exposures and covariates were described for case and control groups separately. Primary analysis compared the number of DDDs of drugs with an ACB score of 1, 2, or 3 prescribed to cases and controls during the DEP, controlling for covariates recorded at the end of each DEP. We used multiple conditional logistic regression to estimate the independent association between classes of anticholinergic prescriptions and a diagnosis of dementia, adjusting for all other anticholinergic classes and covariates described previously. Adjusted odds ratios are reported with 95% confidence intervals, however, P<0.01 was prespecified as a threshold for statistical significance owing to the large number of subgroups being examined. All analysis was conducted with Stata version 14 (StataCorp, College Station, TX).
Secondary prespecified analyses included: disaggregation of exposure by drug class; testing the effect of exposure 4-10, 10-15, and 15-20 years before the index date in those with 6 or more, 11 or more, and 16 or more years of UTS data history respectively; and testing the effect of the average ACB score over the DEP.
Sensitivity analyses included repeating our primary analysis three times. Firstly, to adjust for covariates measured up to the start rather than the end of the DEP, and the following post hoc analyses. Secondly, to emulate a new user design by excluding patients prescribed medications with an ACB score of 2 or 3 in the 12 months before the DEP. 32 Thirdly, to recode binary exposure variables to correspond to 90 or more DDDs prescribed instead of any prescription during the DEP, to represent longer term rather than one-off exposure.
To test the likely impact of missing lifestyle covariate data, we compared findings with and without adjustment for these lifestyle variables in complete data and in the full dataset using a missing category for each variable. As with other analyses of routine data, diagnosed health conditions or other drugs are assumed absent if there is no mention in the primary care record. Deprivation is based on practice location and so is known for all patients.
For a final prespecified sensitivity analysis, we recoded drugs by using the Anticholinergic Drug Scale (ADS) instead of the ACB scale. ADS classifies the degree of anticholinergic activity of each drugs on a scale from 0 (no anticholinergic effect) to 3 (marked anticholinergic effect) in accordance with a literature review and expert consensus. 33 Sample size was determined by the maximum available data within CPRD. Table 1 shows that diagnoses of conditions related to dementia and indications for anticholinergics increased during the DEP. As an example, the proportion of dementia cases diagnosed with depression at the start of the DEP was 12% (n=5071), rising to 20% (n=8030) during the DEP. Information on smoking status, harmful alcohol use, and body mass index becomes more complete by the end of the DEP. As expected, the average body mass index decreases during the DEP for dementia cases, but increases for the control group.
Patient involvement
Frequency of anticholinergic drugs use
During the DEP, 14 453 (35%) cases and 86 403 (30%) controls were prescribed at least one anticholinergic drug with an Anticholinergic Cognitive Burden (ACB) score of 3. A total of 1 793 505 prescriptions for drugs with an ACB score of 3 were written during the DEP. The five most common drugs were amitriptyline (29%), dosulepin (also known as dothiepin; 16%), paroxetine (8%), oxybutynin (7%), and tolterodine (7%). Only 1429 (3.5%) cases and 7909 (2.8%) controls were prescribed drugs with an ACB score of 2, with carbamazepine accounting for 87% of these prescriptions. Most patients (89% of cases and 87% of controls) received at least one prescription for a drug with an ACB score of 1 during the DEP, with cardiovascular drugs accounting for 63% of these prescriptions. The number of prescriptions for each ACB score is further described in supplementary materials, table 1. Table 2 shows that there was a positive and significant association between the prescription of any drug with an ACB score of 1, 2, or 3 and dementia with corresponding odds ratios of 1.10 (95% confidence interval 1.06 to 1.15), 1.10 (1.03 to 1.16), and 1.11 (1.08 to 1.14). These values were adjusted for covariates measured at the end of the DEP. A doseresponse effect was evident for prescribed doses of drugs with an ACB score of 2 or 3. However, there was no dose-response effect for drugs with an ACB score of 1. Table 2 shows that an odds ratio of approximately 1.1 was seen for those prescribed drugs with an ACB score of 1, regardless of the number prescribed, including those with less than 14 DDD exposure. The associations are attenuated from the crude rates when adjusting for drug use at the start of the DEP, and are further reduced only slightly when adjusting for covariates at the end of the DEP.
Primary analysis
There was a dose-response effect linking average anticholinergic load, measured by the average ACB score over the DEP, with dementia incidence, although this is only evident for those with an average score of 3 or more (table 2) . Table 3 shows that, when analysed by class, there was a significant association between dementia incidence and any prescription of antidepressant, antiparkinson, or urological drugs with an ACB score of 3, but no association with antispasmodic, antipsychotic, antihistamine, or other drugs with an ACB score of 3. Prescriptions for drugs with an ACB score of 2 were relatively rare, and so results are imprecise in this group, but there is some evidence for an association between dementia incidence and prescription of antiparkinson drugs. We found positive associations for antidepressant drugs with an ACB score of 1 with an increased risk of dementia, but not with any other drugs with an ACB score of 1. Supplementary materials table 2 shows the associations between dementia incidence and the number of DDDs by drug class. These associations are consistent with the findings in table 3, except that a tentative effect of antihistamines with an ACB score of 3 is seen for patients with more than 365 DDDs prescribed during the DEP. Use of gastrointestinal drugs with an ACB score of 1 or 3, and cardiovascular drugs with an ACB score of 1 was associated with a minor reduction in the risk of dementia.
Exposure by drug class
Exposure by time before a diagnosis of dementia Table 4 shows the effect of exposure in three different periods (4-10, 10-15, and 15-20 years) before the index date. Associations with prescriptions for drugs with an ACB score of 3 were consistent across the DEP. Associations with prescriptions for drugs with an ACB score of 1 and 2 were more apparent closer to the index date. In particular, the prescription of any drug with an ACB score of 3 15-20 years before a diagnosis of dementia was significantly associated with greater dementia incidence with an odds ratio of 1.17 (95% confidence interval 1.10 to 1.24) adjusted for covariates at the start of the DEP. Prescriptions at 15-20 years before a diagnosis of dementia for antidepressant and urological drugs with an ACB score of 3 remained consistently significantly associated with dementia incidence with odds ratios of 1.19 (1.10 to Supplementary materials, appendix 4 details a further analysis of the associations between depression, antidepressants, and dementia incidence. Diagnosis of depression has no independent association with dementia incidence after adjusting for antidepressants and other covariates in the model. However, antidepressants were consistently associated with dementia; this affect was not attenuated by controlling for depression, and there was no interaction between depression severity and antidepressant drug use with respect to dementia incidence.
Sensitivity analyses
Excluding patients with a prescription for a drug with an ACB score of 2 or 3 in the 12 months before the DEP, hence restricting to new users, resulted in 5215 cases and 62 161 controls being excluded. This led to small reductions in the association between dementia incidence and any drug with an ACB score of 3 (odds ratio 1.07, 95% confidence interval 1.04 to 1.10) and any drug with an ACB score of 2 (1.12, 1.04 to 1.21) adjusted for covariates measured at the end of the DEP (see supplementary materials, table 3). No substantial changes were seen in the association between dementia incidence and specific classes of drugs used when restricted to new users. In particular, antidepressants and urologicals with an ACB score of 3 and antidepressants with an ACB score of 1 remained noticeably associated with dementia. Findings remained similar when also analysed by more than 90 DDDs of exposure versus less, rather than any prescription versus none (results not shown).
Although there were differences in the number of drugs with an ACB score of 1 and 2 and drugs with an Anticholinergic Drug Scale (ADS) score of 1 and 2, the proportion of patients with a prescription for drugs with an ACB or ADS score of 3 were similar (see supplementary materials, table 4). There was good concordance between drugs with an ACB or ADS score of 3 (Cohen's kappa 0.91). Prescription of any drugs with an ADS score of 3 had a marginally lower association with dementia (odds ratio 1.08, 95% confidence interval 1.06 to 1.11) adjusted for covariates at the end of the DEP, than drugs with an ACB score of 3 (1.11, 1.08 to 1.14). However, when analysed by the drug class, the findings were very similar with the antidepressant, antiparkinson, and urological drugs with an ADS score of 3 and antidepressants with an ADS score of 1 consistently associated with greater dementia incidence (data not shown), but no association with other ADS classes.
Missing data
There were relatively high proportions of missing data for the body mass index, smoking, and alcohol variables. There was very little difference in any results when comparing estimates with and without adjustment for these variables among the main dataset and those with complete data (see supplementary materials, table 5), suggesting that our findings are not sensitive to missing data in these covariates.
discussion
In this case-control study of older adults in the UK, there was a noticeable association between increasing total anticholinergic burden over the previous 4-20 years and incident dementia diagnosis. However, this dose-response effect was not seen for cumulative use of drugs with an Anticholinergic Cognitive Burden (ACB) score of 1 (possibly anticholinergic), and was only evident for certain classes of anticholinergic drugs. Antidepressants (predominantly amitriptyline, dosulepin, and paroxetine) and urologicals (predominantly oxybutynin and tolterodine) with an ABC score of 3 (definitely anticholinergic) were consistently associated with incident dementia. These relations were seen even for exposures 15-20 years before the diagnosis of dementia, suggesting that reverse causation or confounding with early dementia symptoms are less likely explanations for the effect. Prescription of gastrointestinal drugs with an ACB score of 3 was not positively associated with dementia in any of our analyses. Other antidepressants (predominantly selective serotonin reuptake inhibitors) with an ACB score of 1 were associated with dementia, but that association was greater for prescriptions close to Strengths and weaknesses of the study This is the first study to individually estimate the effect of classes of anticholinergic drugs with respect to dementia incidence. Our study used a large, population representative, primary care database that allowed a detailed analysis of the association between dementia incidence and prescriptions of different drugs classes up to 20 years before a diagnosis of dementia. However, there are several limitations to our approach. In the UK, most diagnoses of dementia are made by memory services specialists. The diagnoses are then communicated back to primary care. Therefore, our cases are likely to represent genuine cases of dementia. Dementia codes in the Clinical Practice Research Datalink (CPRD) reflect diagnoses well with a positive predictive value of 95%. 23 However, dementia is known to be under diagnosed, with up to 50% of people with dementia undiagnosed at any time. 34 Hence it is possible that some of our controls have undiagnosed dementia or early cognitive impairment. This misclassification would shrink estimated effects towards the null (odds ratio of 1) but would not remove them completely. It is possible that surveillance bias influences the findings in that the patients who are prescribed anticholinergic drugs may be more likely to be diagnosed with dementia owing to their increased contact with health services. However, this effect would be observed across all drug classes and so is unlikely to account for our findings. It is difficult to accurately assess the anticholinergic activity of each drug, and anticholinergic scales differ with respect to how they classify drugs. 29 However, there was good agreement between the Anticholinergic Drug Scale (ADS) and the ACB scale. Our findings were the same when using each scale. We do not know whether patients adhered to their prescribed drugs. Drugs obtained over-the-counter are not recorded in our data, hence we will have likely underestimated the use of certain antihistamines. Defined daily doses (DDDs) can be difficult to establish for certain drugs yet represent the best available method for comparing the levels of exposure of different drug classes. Our findings did not change when we instead analysed the number of prescriptions to quantify exposure (results not shown). DDDs also do not capture the relative anticholinergic activity across classes. Commonly used scales including the ACB scale typically assume that drugs with a score of 3 have three times the anticholinergic activity of those with a score of 1, but this is difficult to justify. Hence we stratified our results by drugs with an ACB score of 1, 2, or 3 in primary analysis to not enforce any particular relative anticholinergic activity, and separated by drug classes within those groups to avoid directly comparing DDDs across groups. As in any observational study, unmeasured or residual confounding could underlie positive associations, and many causes of dementia are unknown. Primary care records do not hold detailed lifestyle or demographic information, but do include detailed records of diagnoses and symptoms that have allowed good confounding control. With respect to study design, our estimates generalise to those surviving at least four years after their initial anticholinergic exposure, and the nested case control design provides unbiased estimates of effects when compared with the equivalent cohort study. 35 Strengths and weaknesses in relation to other studies Many studies have linked anticholinergic drug use with concurrent or short term cognitive effects, but few have examined associations of long term anticholinergic exposure; 8 the latter tend to report positive associations. [12] [13] [14] [15] Our findings are consistent with these studies, particularly a US cohort study of 3434 participants monitored over an average of seven years. 12 Anticholinergic antidepressants were linked to dementia incidence, consistent with our results, however, the authors did not test specific classes of the remaining anticholinergics. A US case-control study of 141 940 nursing home residents with depression found a greater adjusted odds ratio of 1.24 (95% confidence interval 1.20 to 1.28) for anticholinergic drugs use in the 90 days before a diagnosis of dementia based on administrative data. 15 Our study uses a longer patient history in a larger sample of patients. This enables a much more granular disaggregation of the effects of specific drug classes in different periods before diagnosis, and in the depth of confounding control possible using complete primary care records, which enables exploration of alternative explanations for observed associations. Together these aspects substantially narrow the target of potential harm. Although set in the UK, our findings are likely generalisable to other developed countries.
Implications for clinicians and policymakers
The associations reported here are moderate (odds ratios for different exposures between 1.1 and 1.3), but given the high incidence of dementia they reflect an appreciable risk to patients. For example, the odds ratio for dementia associated with any use of antidepressants with an ACB score of 3 15-20 years before the index date is 1.19 (95% confidence interval 1.10 to 1.29). A typical patient aged 65-70 might normally expect a period incidence of dementia of around 10% over the next 15 years, 36 so this odds ratio would be consistent with an absolute risk increase of 2% (1% to 3%) over that period, corresponding to a number needed to harm of 50 (33 to 100). Possible explanations for our findings are that other actions of specific groups of anticholinergic drugs may underlie observed effects, or that the drugs are markers of prodromal symptoms or dementia risk factors. Alternatively, the class specific association we have observed may reflect a difference in the ability of different groups of anticholinergics to cross the blood-brain barrier.
Mechanistic evidence for a link between anticholinergic drugs and dementia incidence is limited, but neuropathological studies in humans and mice do support a role of anticholinergics affecting neurodegenerative pathology. 37 Anticholinergic urological drugs, particularly oxybutynin, have been consistently associated with short term cognitive decline in randomised controlled trials, 8 41 so a long term risk of dementia is plausible.
Lower urinary tract symptoms themselves have been linked to future dementia incidence and may be a symptom of early neurodegeneration. 42 43 To account for our finding, urinary incontinence would need to be a substantial risk factor for dementia diagnosed 15-20 years later. Antidepressants (mainly selective serotonin reuptake inhibitors) with an ACB score of 1 were only associated with dementia close to the time of prescription. Conversely the finding of a constant association between dementia and antidepressants with an ACB score of 3 across the 20 years before dementia incidence, is more likely to represent a causal link. Although we carefully adjusted for depression diagnosis, severity, symptoms, and duration (see supplementary materials, appendix 4), residual confounding cannot be excluded. Depression has consistently been shown to be linked to increased dementia incidence in the short to medium term (up to 10 years). However, studies with longer follow-up periods have often failed to detect an association, or have reported weaker associations, between midlife depression and dementia in later life. 1 20 This suggests that residual confounding is unlikely to account for our observed association between antidepressants with an ACB score of 3 and dementia.
Patients with Parkinson's disease have an elevated risk of dementia; 44 anticholinergic antiparkinson drugs have previously been associated with greater cognitive decline. 45 This study provides further evidence that anticholinergic drugs should be avoided when treating patients with Parkinson's disease. In each case (antidepressants, antiparkinsons, and urologicals with an ACB score of 3) a dose-response effect is seen with a smaller, but noticeable, positive association between dementia and recorded use of less than 90 DDDs (see supplementary materials, table 2). It is possible that in some cases these low exposures reflect a longer exposure that is not captured in the patients' current primary care record.
Previous research linking all anticholinergics to dementia incidence may have dissuaded some patients and clinicians from the use of anticholinergic antihistamine, cardiovascular, or gastrointestinal drugs. We find a slight negative association between gastrointenstinal drugs with an ACB score of 1 and 3 and dementia with an apparent dose-response effect, although there is no mechanistic explanation for this. Cardiovascular drugs with an ACB score of 1 were also negatively associated with dementia with prolonged exposure (odds ratio 0.95, 95% confidence interval 0.91 to 0.99; supplementary materials, table 2), suggesting their protective effect outweighs any possible harm associated with their anticholinergic properties. A small association between antihistamine use and dementia was observed that did not meet our threshold for statistical significance. Although very few patients (around 0.3% of the sample) are prescribed more than 365 DDDs of antihistamines in our study, those with fewer prescriptions may also have a substantial over-the-counter use that is not recorded. Patients who are prescribed more than 365 DDDs may comprise a lower socioeconomic status group for whom prescribed drugs are free of charge, hence preferred to over-the-counter drugs. Our results, although in need of independent confirmation particularly for antihistamines, should reassure these patients. Nevertheless, we do not dispute the possible short term harms of all anticholinergic drugs used among vulnerable groups, including short term cognitive impairment, and would advocate current guidance of vigilant use or avoidance among frail older people.
Considerations for future research
Adjusting for time varying confounders is difficult in a matched case-control study. 31 46 We measured covariates at the start and end of the drug exposure period (DEP). Since there was little difference between these estimates in most cases we are confident that the effect of time varying covariates does not considerably affect our findings. Secondly, to be certain that potential confounders preceded drug initiation and not vice versa, we further excluded patients who were prevalent users at the start of each DEP, again with little difference in results. We suggest that authors undertaking case-control studies comparing cumulative exposure over a long period carefully consider how time varying covariates and exposure before the period in which they are being directly measured might affect study findings. Future research into the potential harms of anticholinergics must consider differential effects of individual drug classes and their potentially different mechanisms of action.
Carefully conducted prospective studies in specific cohorts of patients comparing the long term cognitive effects and neuropathological correlates of specific drug classes are needed.
Conclusion
Many people use anticholinergic drugs at some point in their lives, and many are prescribed to manage chronic conditions leading to potentially long exposures. There are robust associations between levels of anticholinergic antidepressants, antiparkinsons, and urologicals and the risk of a diagnosis of dementia up to 20 years after exposure. Other anticholinergics appear not to be linked to the risk of dementia, and risks remain uncertain for other drugs. Clinicians should continue to be vigilant with respect to the use of anticholinergic drugs, and should consider the risk of long term cognitive effects, as well as short term effects, associated with specific drug classes when performing their risk-benefit analysis.
